J R Soc Med 2001;94:638±640 Testicular self-examination in childhood can sometimes do more harm than good.
A farmer aged 73 was referred to an outpatient clinic with dryness of the mouth, polydipsia and nocturia. There was no complaint of hesitancy, dribbling or poor stream. Diabetes mellitus was suspected but a fasting plasma glucose was 5.9 mmol/L. Serum sodium was 152 mmol/L, potassium 4.2 mmol/L and creatinine 142 mmol/L. Plasma osmolality was 327 mosmol/kg and urine osmolality 369 mosmol/kg, suggesting impaired renal concentrating ability due to cranial or nephrogenic diabetes insipidus. A magnetic resonance scan of the pituitary and hypothalamus was normal. The patient was treated with oral desmopressin but felt that the tablets disagreed with him. He remained polyuric and complained of a dry mouth but denied thirst as such. Serum sodium rose to 159 mmol/L. He was therefore admitted to hospital for intravenous rehydration. During the investigation of a separate complaint he was found on abdominal tomography to have bilateral hydronephrosis, and an ultrasound scan showed a bulky prostate gland. Insertion of a urinary catheter was followed by diuresis of about 2000 mL and his serum sodium returned to normalÐ 148 mmol/L the next day and 137 mmol/L four days after catheterization. His serum sodium remained normal subsequently and renal function improved, with serum creatinine falling to around 110 mmol/L.
COMMENT
Hypernatraemia has been de®ned as a serum sodium concentration greater than 145 mmol/L 1 . Our de®nition of severe hypernatraemia, perhaps arbitrary 2 , is a serum sodium 4150 mmol/L. In both primary and secondary care, hypernatraemia is almost always due to water loss 3, 4 . Several mechanisms contribute to sustained hypernatraemia including impairment of thirst, reduced renal concentrating ability, the use of inappropriately hypertonic intravenous infusion¯uids and lack of free access to water, especially in individuals who are obtunded or being ventilated 4 . Elderly patients are believed to be at special risk of severe hypernatraemia because with advancing age their renal response to dehydration alters and they have a poorer thirst response 5, 6 ; also, renal concentrating ability declines 7 . As hypernatraemia progresses, patients who are initially very thirsty may lose their thirst partly or entirely. This seems to have been the case in the second patient, who was not particularly thirsty after the ®rst few days despite severe hyperosmolality. Both of these factors put patients at a greater danger of cellular dehydration, with consequent cerebral dysfunction in the form of confusion and disorientation.
Chronic obstructive uropathy, with consequent nephron loss, may lead to tubular dysfunction in the form of nephrogenic diabetes insipidus 9 ; but the resultant polyuria and polydipsia, if prominent, can overshadow the manifestations of out¯ow obstruction.
Frozen section during surgical exploration revealed indeterminate histology, therefore an orchidectomy was performed.
The histological appearance was of an interstitially in®ltrating cellular tumour surrounding small immature seminiferous tubules ( Figure 1 ). Abundant slit-like vascular spaces were lined by plump spindle-shaped endothelial cells with very occasional mitotic ®gures and mild pleomorphism but no atypia. The cells showed factor-VIII-related antigen immunoreactivity, con®rming its vascular nature ( Figure 2 ). The features were those of a benign cellular capillary haemangioma of the testis.
At one-year follow up there was no clinical evidence of recurrence. COMMENT We have found only ®ve previously reported cases of capillary haemangioma of the testis in a child. In most cases these tumours arise in the skin but they can affect the internal viscera as well. They usually regress spontaneously by the age of 5±9 years 1 . Cutaneous lesions lend themselves to careful observation but intrascrotal lesions causing testicular masses warrant surgical exploration. The natural history of testicular capillary haemangiomas is unknown, but none of the previous cases have displayed malignant properties.
The management of testicular masses presenting in childhood is governed by the pubertal status of the patient. Prepubescent tumours are often benign, the commonest neoplasms being yolk sac tumours and teratomas. The proportion of benign tumours has been reported as 30±70% compared with only 5% in adults 2 , and those that are malignant have a much lower incidence of metastasis 3 .
The principle of testicle-sparing surgery is well established for prepubertal tumours. A diagnosis is suggested by preoperative ultrasound scan and tumour marker measurement, and the benign nature of the lesion should be con®rmed by frozen section. If this is not de®nitive, as in this case, orchidectomy must be performed. It has been suggested that orchidectomy must also be performed if there is any evidence of pubertal changes on clinical examination or frozen section, because of the higher risk of malignant germ-cell tumours 3 .
There is debate over the validity of testicular selfexamination (TSE) as a screening tool for testicular cancer 4 . Although testicular cancer is the most common cancer in young men, it is not thought to be a major public health issue since all forms of cancer are rare in this age group. Current 5-year survival rates for early testicular cancer exceed 90%, and there is no evidence that TSE would improve survival further. TSE is estimated to have a high sensitivity rate for testicular cancer since 97% of men with the disease have a palpable mass 4 , but the speci®city and positive predictive value are lower (81% and 33%, respectively). The role of TSE in children is even more controversial because of the low incidence of malignant tumours in this age group. There is a wide variation in testicular sizes between boys of different and similar ages, and once discovered, a lump raises concern for the patient and parents. Orchidectomy performed in children and young adults has considerable psychological implications.
TSE seems not to be widely practised, possibly because young men know little of testicular cancer or how to examine themselves 5 . There is a drive, therefore, for health education programmes, including schools and colleges, to include sessions on testicular cancer in the hope that increased awareness will facilitate detection of early stage disease. The American Academy of Pediatrics however, recommends that TSE should start only at the age of eighteen 6 . In the UK formal guidelines have not been developed. Although TSE cannot be recommended as a screening tool for testicular cancer in symptom-free individuals, there is a strong case, with the increasing incidence of testicular cancer and the decreasing age of Haemoptysis in a patient with a history of thoracic surgery should generate great alarm. Clinicians should not be distracted by concurrent haematemesis.
CASE HISTORY
A man aged 42 attended his local casualty department with a history of`coughing up' and`vomiting' blood. Three days previously he had awoken with pleuritic pain which he attributed to muscle strain from karate training. The pain persisted, and on the day of presentation he experienced a gurgling sensation in the back of his throat and then expectorated and vomited 500 mL of fresh red blood. The only history of note was a patch-graft repair of coarctation of the aorta 27 years earlier. His pulse was 75/min and blood pressure 130/80 mmHg. On chest and abdominal examination nothing remarkable was found; peripheral pulses were symmetrical. A chest radiograph ( Figure 1 ) showed no parenchymal lesions but the thoracic aorta at the site of the aortic knuckle was prominent. With no previous ®lms available for comparison the implication of this ®nding was initially overlooked. Attention focused on the history of haematemesis. He underwent upper gastrointestinal endoscopy next day but there was no evidence of active or recent bleeding. On review of the chest radiograph a consultant radiologist suspected a thoracic aneurysm. An intravenous contrast enhanced CT scan of his chest then showed a 4 cm by 3 cm mass, associated with the proximal descending aorta, that ®lled with contrast ( Figure 2) . The patient expectorated a further 200 mL of blood and was transferred immediately to the regional cardiothoracic centre. On arrival, he was anxious and nauseated and his arterial blood pressure rose steadily. At a pressure of 170/100 mmHg he was started on an infusion of sodium nitroprusside. 
